For the past five years we have been engaged in research at the Douglas Hospital to develop a method which would enable the clinician to predict therapeutic responsiveness in a given geriatric patient. Since predictions can only be properly applied to classes of individuals who are, within limits, homogeneous with respect to a set of characteristics, one must therefore employ procedures to determine which characteristics are to be used in categorizing particular classes within a given population.
In Phase I of this study the following approaches of classifying geriatric patients were attempted: groups based on nosological entities; on the basis of characteristic clusters of psychopathological symptoms; by their response to a particular psychological test; by their 'response profile' to a battery of psychometric tests; and by their response to a pharmacological load.
Phase II was primarily concerned in testing to what extent the prediction of responsiveness was valid. This paper is restricted to findings based only on the hospitalized psychotic geriatric patients and is primarily concerned with the following: the approach, methods and results of Phase I; assessing and comparing how a clinical rating scale, various psychometric tests, and pharmacological loads can best characterize classes of geriatric patients for purposes of specific behavioural, psychological and diagnostic criterion categories; and establishing meaningful relationships Canad, Psychiat, Ass. J. Vol. 13 (1968) 561 between and among the various tests and procedures.
Subjects
The experimental population consisted of 107 mental hospital patients with the following diagnoses: organic psychoses, 38; mixed functional psychoses, 42; and paranoid schizophrenia, 27. The various diagnoses were made on admission and did not change apparently over the years, despite regular case reviews and reassessments. The average length of hospital stay for the organics was 17 years, paranoids 21 years, and mixed functional psychoses 28 years. The average age was approximately 71 years and was not significantly different for any of the three groups.
Procedures I Clinical psychiatric symptoms were measured by the Verdun Target Symptom Rating Scale (VTSRS) which consists of the following symptom clusters: 1) Arousal: irritability, excitement, fatigue. ' 2) Affectivity: hostility, suspiciousness, anxiety, autonomic reaction, impulsiveness, compulsiveness, somatization, relational ability, preoccupation with self. 3) Mood: depression, elation. 4) Integration: perceptual disturbance, thought disorder, delusions. 5) Organicity: memory disturbances, alterations of consciousness, dementia.
II The psychometric tests included: 1) Afferent-Perceptual: critical flicker fusion frequency. 2) Central-Intrinsic: word association test, digit span (digits forwards, digits backwards), counting test (highest count number). 3) Psychomotor: tapping rate, reaction time. The pre-loading psychometric tests were repeated five times at weekly intervals. The first series was primarily intended for the purpose of familiarizing the patient with the tasks involved and these results were not counted. The repeated trials avoided interpreting performance results based on single test trials.
III The effects of the psychopharmacological loads were measured by the psychometric tests previously described. The pharmacological loads included a sedative (sodium amy tal), a stimulant (methamphetamine), and a cerebral vasodilator (carbon dioxide). These were administered once only at weekly intervals in the following manner and dosage: sodium amytal, i;v, 250 mg; methamphetamine HC1, i /v, 10 mg; and Co-, five minutes inhalation (5% Co. and 95% 0.).
Results

1) Clinical Rating Scale
A simple analysis of variance comparing the three psychotic sub-groups was performed on the scores of the symptom clusters grouped under the psychological parameters of arousal, affectivity, mood, integration and organicity as measured by the VTSRS.
None of the F ratios were significant, i.e. there were no significant differences between the organics, mixed functional psychotics and the paranoid schizophrenics.
2) Psychometric tests
A simple analysis of variance was performed on the individual psychometric tests and the scores compared for the three groups. None of the F ratios were significant, i.e. the groups did not differ significantly on any particular psychometric test.
However, when the mean performance on each psychological test was ranked across the groups it was revealed that organics do worse on five out of the seven tests (RT, CFF, HCN, WAT, DB). Moreover, they do poorly on all three psychometric test groups, i.e. the afferent-perceptual, central-intrinsic and psychomotor psychological tests. In contradistinction the paranoids do best on five out of the seven tests (RT, HCN, WAT, OF, DB). The latter reflect mainly the central-intrinsic group of tests. A Friedman two-way analysis of variance by ranks performed on the results yielded a x 2 of 6.00. For df = 2, this is significant at the 0.05 level. This trend in performance is not likely to be due to chance.
It is also interesting to note that the mixed functional psychotics, mainly chronic schizophrenics, had the highest flicker fusion frequency. This finding is also not uncommon in non-geriatric schizophrenic patients.
3) Pharmacological loads
In the pharmacological loading tests there were no significant differences between methamphetamine HCI and C02. With sodium amytal significant decrements were revealed in all three subgroups. But it was recognized that the decrements differed for the various groups. The characteristic differences were: the organics revealed a significant decrement in both psychomotor tests; the mixed functionals showed a decrement mainly in perception, i.e, CFF; and in the paranoids the decrement was reflected in 'central-intrinsic' tests, i.e. OF and DB. Both of the latter groups showed a common decrement in RT, TAP and HCN.
Discussion
It was noted that the results of the rating scale assessment based on clusters of clinical symptomatology was unrewarding in differentiating significantly between the organic, mixed functionals and paranoid schizophrenic groups. This may be because the traditional classification has, inherently, many overlapping and common features; that the clinical symptomatology in chronic geriatric patients becomes less distinguishable with time; that long hospitalization blots out differences that were picked up originally; that the rating scale was not sensitive enough to differentiate between the groups at that particular point in time.
On the other hand, psychometric tests and pharmacological loads provided procedures which made it possible to determine common characteristics for assigning individual patients into particular classes within a given geriatric population.
The significant findings of the psychometric test procedures revealed a 'profile of performance' for the geriatric patients included in this study. This profile of performance suggests that there is not only a quantitative difference between the groups in terms of performance, but also a qualitative difference in terms of particular functions. An X'test on the results of the pharmacological loadings revealed an over-all 'responsiveness pattern'. Each loading test revealed three groups of patients, i.e. improved, worse, or same. Considering the three loading tests employed, it was possible to select nine different groups of geriatric patients. These new classes cut across clinical diagnostic groups. (Table  I) .
Thus, the results indicate that psychometric and pharmacological loading procedures can provide useful means for establishing common characteristic criterion categories. This is extremely important since proper selection is so crucial a prerequisite for prediction particularly where therapeutic responsiveness is a primary concern. These procedures also contribute in extending the scope of our psychiatric concepts and general knowledge of psychopathology.~~~0 
